Compassion should be the basis of medical care, and kindness and equanimity are essential qualities in those who care for the dying. 1 There is growing concern, documented by the recent review of the Liverpool Care Pathway, the Francis Report, and media reports, that compassion has been lost in the care of the dying. 2, 3 Given the new understandings of neuroscience, it is possible that compassion and the apparent lack thereof may be rooted in our early attachment experiences and epigenetic changes. Because of early imprinting, both family and professional caregivers may have inherent difficulty in feeling compassion towards patients. Understanding the attachment styles of professional caregivers may allow for targeted interventions for them. There will not be a "one size fits all" intervention.
Internal working models are developed from childhood experiences that provide us with the expectations of how relationships will unfold. 4 Attachment theory is based on a three-category typology of attachment styles in infancysecure, anxious, and avoidant-and a conceptualization of similar adult styles in the domain of romantic relationships. 4 Attachment anxiety reflects the degree of worry that a relationship partner will not be available in times of need. "Attachment avoidance reflects the extent of distrust of a relationship partner's goodwill and seeking of independence and emotional distance" (p. 88). 4 Insecure patterns of attachment resist change over time because insecure brains have difficulty with new social learning. 5
Attachment in patients and family caregivers
Under conditions of threat, adults generally turn to others for support, rather than thinking first about providing support to others. Only when they feel reasonably secure themselves can people easily direct attention to others' needs and provide support. 4 This applies to both family and professional caregivers. In threatening situations, those who have greater attachment security may be able to provide more effective care to others because the sense of security is closely related to optimistic beliefs and feelings of self-efficacy when coping with a partner's distress. 4 The attachment style of a family caregiver can influence their response to a patient's needs. Attachment anxiety or avoidance is more likely to result in depression, marital distress, hopelessness, and anxiety that may interfere with effective and sensitive caregiving. 4 Couples with good marital functioning show lower levels of psychological distress which may buffer the impact of terminal disease. 4 A secure attachment style was associated with positive growth and better wellbeing. A more insecure attachment style in caregivers was associated with depression, higher caregiving stress, less autonomous motivations for caregiving, and difficulties with caregiving. 6
Attachment in hospice nurses
Approximately half of hospice nurses studied had an insecure attachment style, which is higher than other studies of health professionals and the general population. Those with an insecure attachment style experienced somewhat more stress than those with secure attachment. Hospice nurses with a fearful or dismissing style of attachment were less likely to seek emotional social support as a means of coping with stress than those with a secure or preoccupied attachment style. 7
Targeted intervention for family caregivers
For those with a secure attachment style, social support may offer a protective buffer against depressive mood. Belief that one is unworthy of care underpins an anxious attachment style. In caregivers, this is marked by overinvolvement, compulsiveness, and a tendency to be controlling. Those who are overly emotionally intense in this way or withdrawn (as is characteristic of an avoidant attachment style) have difficulty in finding benefit from an emotionally supportive relationship. The type of professional support offered to these individuals may, therefore, need to be tailored to these individual differences in attachment in order to maximize positive effects and reduce negative affect. For those with dismissing or Palliative Medicine 30 (2) avoidant attachment, it is important that their own sense of individuality and independence is maintained. For those with a more highly anxious style of attachment, support should be predictable and clearly delineated. 6 Emotionally Focused Therapy (EFT) was helpful for couples living with advanced cancer 8 to address their relationship dynamics, to increase engagement, to develop flexible response patterns, and to strengthen the attachment bond, mitigating grief and loss. Significant improvement in marital functioning and the patient's experience of the partner's empathic care continued at 3-month followup following the 8-week intervention.
Attachment, empathy, and compassion
Empathy and compassion are located in different parts of the brain. 9 Empathy makes it possible to resonate with others' positive and negative feelings. In empathy one feels with someone, but one does not confuse oneself with the other … If this selfother distinction is not present, we speak of emotion contagion. 9 (p. 875) Emotional contagion may well relate to feelings of insecure attachment in both family and professional caregivers.
The intention to transform suffering is one of the features that distinguish compassion from empathy. Intention is a key process in the cultivation of compassion. It is based on the motivation to transform suffering in oneself as well as others. Intention priming compassion is based on the ethical orientation to not harm, do good, and to help others. In practicing compassion, one needs insight into oneself. Even if one is coming from an altruistic motivation, aversive reactions and actions can arise out of one's conditioning. 1 What is known as compassion fatigue in professional caregivers may be empathic distress. 10 That may also be experienced by family caregivers. The caregiver with an insecure attachment style may resonate with the distress of the other, rather than feeling reasonably secure in his or her self, thereby being able to easily direct attention to others' needs and provide support.
Sinclair et al. 3 developed a conceptual model of compassion through interviewing in patients with advanced cancer. From patients' perspective, the core variable of compassion was a "virtuous response to suffering. Compassion was defined as-a virtuous response that seeks to address the suffering of a person through a relational understanding and action" (p. 8). 3 Compassion was predicated on caregiver virtues that were "independent of patient behavior, relatedness or deservedness. Patients felt compassion stemmed from virtues of: genuineness, love, honesty, openness, care, authenticity, understanding, tolerance, kindness and acceptance" (p. 8). 3
Targeted interventions to distinguish empathy and compassion
Empathy training showed negative affect and brain activations in the anterior insula and anterior midcingulate cortex brain regions previously associated with empathy for pain. 11 Subsequent compassion training reversed the increase in negative affect and augmented self-reports of positive affect. "In addition, compassion training increased activations in a non-overlapping brain network anterior cingulate cortex and medial orbitofrontal cortex" (p. 1). 11 Training caregivers in compassion may reflect a new coping strategy to overcome empathic distress and strengthen resilience. The brain areas involved are some of the same involved in attachment behavior, so it is possible that understanding the attachment styles of professional caregivers could be helpful in developing targeted interventions. Larkin 2 interviewed a "range of international expert clinicians who live the practice of compassionate palliative and end-of-life care on a daily basis" and shows how they have integrated compassion and compassionate care into their lives (p. xi). 2 They have figured out their own targeted interventions.
Targeted intervention for professional caregivers
Fillion et al. 12 are working with meaning-centered interventions combined with mindfulness meditation in palliative care and Intensive Care Units. Their goal is to improve the conditions in which palliative care and endof-life care are provided. They aim to offer decision makers at the systemic level a choice of models to be considered before implementing training or service programs for caregivers and managers.
Roshi Joan Halifax 13 and her colleagues use the G.R.A.C.E. process to engender compassion as caregivers engage in clinician/patient interactions:
The acronym G.R.A.C.E. refers to gathering attention; recalling intention; attunement to self and other; considering, in order to be open to insights and to discern what will truly serve the patient; and finally ethically engaging, enacting, and ending the interaction. (pp. 475-476) 13
Future directions
Future research may be able to reveal neural linkages between caregiver's attachment style, empathy and compassion. Targeted interventions for family and professional caregivers could be based on better understandings of attachment styles. Due to early neural development, it may be very difficult for some caregivers to experience compassion. They may be avoidant, "good technicians"; overly involved, experiencing empathic distress; or engage in micro-or macro-aggressive behavior.
However, given the detrimental effect of patients and family members feeling a lack of compassionate care, Sinclair, in personal correspondence, suggested that perhaps as much attention needs to be provided to providing basic skills to those caregivers who lack the inherent ability to be compassionate as to those who are inherently compassionate and who can benefit from further training, such as that provided by Halifax, aiming to teach and prime compassion. 1, 13 The work by Fillion et al. 12 will be of interest since it is to provide a variety of models for organizations and managers. Training in basic communication skills and ensuring that these skills are practiced may be helpful for those professional caregivers without inherent compassion, but organizations will need to monitor these skills and do it in a compassionate way. The key to compassion is selfcompassion, knowing and caring for ourselves.
